INTRODUCTION

A
paper entitled "Core Competencies in Integrative Medicine for Medical School Curricula: A Proposal," was published in Academic Medicine in June 2004. It was authored by the Education Working Group of the Consortium of Academic Health Centers for Integrative Medicine (CAHCIM). 1 The paper defines Integrative Medicine (IM), and lists core competencies related to values, knowledge, attitudes, and skills that CAHCIM believes are fundamental to the practice of IM. It goes on to discuss teaching methods, experiential learning, faculty development, assessment of student achievement, and potential barriers to implementation of the proposed curriculum. The proposal was developed over 2 years by medical educators, and was endorsed by the CAHCIM Steering Committee in May 2003. 2 There is much to be commended in the CAHCIM proposal, and many shared values between the CAHCIM group and the complementary and alternative medicine (CAM) educational communities. Nevertheless, a number of issues and concerns about the article were raised at a CAM academic symposium sponsored by the Academic Consortium for Complementary and Alternative Health Care (ACCAHC) in January 2005. In order to clarify major areas of concern, a modified Delphi process was carried out by a task force, comprised of CAM educators within ACCAHC and the Oregon Collaborative for Complementary and Integrative Medicine (OCCIM). Participants in the Delphi process were a select task force of educators from a variety of conventional and CAM disciplines including acupuncture and Oriental medicine, chiropractic medicine, massage therapy, nursing, direct entry midwifery, naturopathic medicine, and nutrition. Participants came to consensus on key areas of concern that would be included in a response to the CAHCIM article. The modified Delphi methodology and higher-rated results appear in Table 1 .
Five key areas were identified: (1) the definition of Integrative Medicine; (2) the goal of an IM curriculum; (3) the breadth of whole systems of health care and the time it takes to gain competency in them; (4) collaboration between MDs and CAM professionals in patient care; and (5) mainstream and CAM partnership in developing integrative care.
THE FIVE AREAS OF CONCERN
Area 1: Definition of IM
The Task Force recognized five concerns related to the definition of IM:
• The CAHCIM paper leaves the impression that conven-
BENJAMIN ET AL. 2 TABLE 1. FINAL RESULTS OF THE MODIFIED DELPHI PROCESS FOR RESPONSE TO THE CAHCIM PAPER
Final results of the modified Delphi process for developing a response to the CAHCIM article are listed below. a The purpose of the process was to identify major points of agreement and concern as guidance for authors writing a response to the CAHCIM paper "Core competencies in integrative medicine for medical school curricula: A proposal" ( tional medical physicians may simply incorporate into their practices what they perceive to be good CAM therapies rather than referring to or comanaging and collaborating with CAM providers. 1 Subsequent to the publication of their article, CAHCIM revised the definition satisfying the above concern (see Appendix 4).
• The CAHCIM paper does not include the option of integrated care with MDs and CAM practitioners as partners, and seems to propose that CAM be an add-on to conventional medical care.
• Occasionally in the paper, language appears to reflect a continuation of the us and them mindset rather than seeing that CAM providers, faculty, and systems could and should be part of IM. 1 The Delphi process provides a way to obtain the opinions of a number of designated experts on a particular topic without having face-to-face meetings.) A modified Delphi process was chosen for this project because it provided an efficient, cost-effective way to convene the Task Force and come to consensus about issues to highlight in a response to the CAHCIM article. Participants in the Delphi process were a select task force of educators from a variety of CAM disciplines including acupuncture and Oriental medicine, chiropractic medicine; massage therapy, direct entry midwifery, naturopathic medicine, nursing, and nutrition.
The modified Delphi process used here began with three open-ended questions about the CAHCIM article (i.e., points of agreement, problems, and omissions). The responses from step 1 were used to develop a questionnaire for rating the importance of the identified items using a 5-point Likert scale from #1 not at all important, to #5 extremely important (step 2). The rating results from step 2 were used to rank items in order of importance (step 3). The Task Force discussed step 3 results. A final questionnaire provided participants with the opportunity to rate items to mention or highlight in a response article (step 4). In step 4, space was provided for Task Force members to write in items from previous steps, which they felt deserved consideration even though they were not rated highly by the group as a whole.
TABLE 1. FINAL RESULTS OF THE MODIFIED DELPHI PROCESS FOR RESPONSE TO THE CAHCIM PAPER (CONT'D)
Final results of the modified Delphi process for developing a response to the CAHCIM article are listed below. a The purpose of the process was to identify major points of agreement and concern as guidance for authors writing a response to the CAHCIM paper "Core competencies in integrative medicine for medical school curricula: A proposal" ( 
Area 2: Goals of an IM curriculum
It is unclear whether the guidelines and competencies are designed to improve physician knowledge about CAM systems, modalities, and therapies, or to train physicians to use CAM systems, modalities or therapies in conjunction with conventional treatments. Although the former is doable and desirable, there is concern that the latter is not feasible given the limited time for CAM in the overall conventional medical curriculum.
Task Force members were in agreement with two challenges identified in the potential barriers section of the CAHCIM paper. The first is that alternative health care systems often challenge the paradigms of human health and illness that support modern medicine, and the second is creating time for integration of the proposed IM competencies in medical school curricula. The Task Force acknowledged that some practitioners are dually trained: for example, an M.D. who trains at a CAM school for acupuncture and Oriental medicine. Dual training was considered to represent a qualification that is distinctly different and beyond the topic of developing an IM curriculum in conventional medical schools.
Area 3: Breadth of whole systems of health care
The Task Force also noted the lack of recognition in the CAHCIM paper of the time it takes to gain competency in CAM knowledge and skills. This may reflect a lack of recognition of the breadth and depth of the fully developed and independent systems of health care in the fields of chiropractic medicine, naturopathic medicine, acupuncture and Oriental medicine, as well as disciplines such as massage therapy, nutrition, direct entry midwifery, and homeopathic medicine. Delphi ratings indicated very strong concern about such lack of recognition. There was similar concern about the lack of clarity around the use of terms such as modalities, therapies, disciplines, systems, and approaches. For example, using the terms modality or approach to refer to whole systems of health care, like naturopathic medicine, as well as to single therapeutic disciplines, such as massage therapy, reflects a lack of understanding of the degree of complexity involved in each and of the theory, knowledge, and skills required by their respective practitioners (see Appendix 5 for definitions).
Area 4: Collaboration between MDs and CAM professionals in patient care
The Task Force identified an important omission in the proposed IM competencies (i.e., training medical students how and when to refer patients for evaluation and treatment by CAM professionals). A related concern was the implication in the paper that IM will be the sole source of information about CAM, rather than referring patients to CAM practitioners who are more comprehensively trained in these fields. Proposed skill competency number 3 calling for physicians to "demonstrate skills to communicate effectively . . . with patients and all members of the interdisciplinary health care team in a collaborative manner to facilitate quality patient care" was rated highly as a point of agreement with the CAHCIM paper. 1 
Area 5: Partnership in developing integrative care
Several highly rated items indicated a desire for partnership between conventional medicine (CM) and CAM in the future development of integrative health care. The CAHCIM paper did not acknowledge that this partnership is not presently a reality. The Task Force also noted the following items as missing from the CAHCIM paper: (1) knowledge and skills that would facilitate developing collaborative relationships with CAM providers, academic institutions, and professions; (2) reference to the benefits of developing formal interinstitutional relationships with academic CAM colleges for educational, experiential, and research opportunities, including full training in their disciplines; (3) utilizing faculty from CAM professions to teach medical students about their disciplines; (4) the CAM professional's potential role in decision-making; and (5) developing collegial relationships with CAM providers.
The five major areas of concern described above suggest strong CAM support for a collaborative partnership with CM, provided it can achieve appropriate recognition and participation for CAM professionals. Such a truly collaborative partnership will be required to develop the IM biomedical school curricula that will meet future needs. The implications of the results of the Delphi process and opportunities for future action are discussed below.
IMPLICATIONS
In 1998, the federal government mandated that the National Center for Complementary and Alternative Medicine (NCCAM) apply rigorous scientific research to "study the integration of alternative treatment, diagnostic and prevention systems, modalities, and disciplines with the practice of conventional medicine as a complement to such medicine and into health care delivery systems in the United States."* BENJAMIN ET AL. 
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Ȩ Yet only recently have conventional medical schools taken initial steps toward recognizing the benefits of CAM. Recent surveys report that 60% of CM schools, 95% of osteopathic schools, and 85% of nursing schools include some CAM content in their curricula. 3 Although these numbers are promising, the CAM courses offered in those settings are often electives and not part of the core curriculum.
In the past several years, NCCAM has awarded over 15 R25 grants to conventional medical centers to develop CAM curricula in biomedical schools. CAHCIM has served as a vehicle for communication among medical schools engaged in this effort. 2 CAHCIM's work in developing a shared set of competencies for IM is praiseworthy. The humanistic values of patient-centered care and a holistic perspective of illness and healing shine through as deeply held shared values among the providers and educators of IM, nursing, and CAM, as well as others in health care.
As defined by NCCAM, integrative medicine "combines mainstream medical therapies, and CAM therapies for which there is some high-quality scientific evidence of safety and effectiveness." 4 Furthermore, the Institute of Medicine (IOM) report on CAM in 2005 recommended that "health profession schools incorporate sufficient information about CAM into standard curriculum . . . to enable licensed professionals to competently advise their patients about CAM" [emphasis added]. 5 Despite NCCAM and CAHCIM definitions of IM, and guidance by IOM, it is necessary to clarify the IM definition and its curricular goals, including "CAM consciousness, CAM literacy, comanagement and referral." 6 A major overall theme resulting from the Delphi process was the development of closer collaboration between CM and CAM academic institutions as essential to achieve such clarity.
Serious consequences for patient care might occur from failure to achieve true CM/CAM collaboration in developing IM. Referring to the integration of health care systems abroad, Bodecker has proposed that medical control over the integration process has resulted in the loss of important elements of traditional CAM theory and practice. 7 According to the IOM, this could undermine both the CAM therapy and conventional medical practice by making the healing process less effective or even ineffective. 4 Furthermore, the IOM report noted that "medical pluralism should be distinguished from cooptation of CAM therapies by conventional medical practices." 4 To promote health care pluralism, and minimize the risk of cooptation, collaboration across disciplines at the academic level is necessary. The resulting dialogue would increase understanding, develop mutual respect, clarify common values, and encourage further communication and interaction among health care professionals with a shared purpose. A more expansive appeal for a pluralistic model was recently presented by Kaptchuk and Miller. 8 The IOM report represents the largest federal agency consensus to date concerning CAM and integrative health care policy. The overarching rubric presented in the report as a guideline for future development is "the goal of providing comprehensive care that is safe and effective, that is collaborative and interdisciplinary, and respects and joins effective interventions from all sources." This guiding principle provides the logical basis for proceeding with IM development. 4 Similarly, the reports of the White House Commission on Complementary and Alternative Medicine Policy 9 and The National Policy Dialogue to Advance Integrated Health Care: Finding Common Ground) 10 call for mutual respect among whole systems of health care when concepts concerning IM are being developed. Ultimately, the highest priority must be what is best for patients and for creating healthy learning and working environments for students and clinicians. Both the widely supported principle of "patient-centered care" and the IOM report on CAM advocating a multidisciplinary and collaborative approach provide excellent touchstones for the process of integration.
OPPORTUNITIES FOR ADDRESSING TASK FORCE THEMES
There are several promising cross-disciplinary venues for addressing the themes highlighted in the Delphi process. The paragraphs below describe initiatives that are already moving forward in areas of collaboration and partnership among CAM and conventional health care institutions.
National Education Dialogue (NED)
Conventional and CAM health care educators convened the National Education Dialogue to Advance Integrated Healthcare: Creating Common Ground (NED) to explore common language, examine best practices, consider collaborative development of educational resources, articulate shared values, foster interinstitutional and interdisciplinary relationships, and enhance abilities to provider leadership in change creation. 12 NED was established by the Education Task Force of the Integrated Healthcare Policy Consortium 13 in March 2004, as a national vehicle for educators from CAM and conventional health care professions to convene and engage in collaborative projects and report on progress.
NED's vision, mission, and goals define a set of priorities and a blueprint for moving key recommendations in the IOM report forward. The NED priorities are compatible with the themes developed in the Delphi process. Institutions, educators, and diverse disciplines can compare and evaluate outcomes of existing models, and develop new approaches in an open, collegial, and outcome-oriented process that combines task force-based collaborative project work with a series of professionally facilitated meetings.
The following NED goals provide opportunities to work on the themes developed in the Delphi process. These are 
USE OF A LATERAL INTEGRATION APPROACH: OREGON COLLABORATIVE FOR COMPLEMENTARY AND INTEGRATIVE MEDICINE (OCCIM)
Institutions can evaluate and strengthen local and regional collaboration through a lateral integration approach, thereby providing additional opportunities to address the Delphi themes. By using lateral integration approaches similar to those developed in the OCCIM experience, it is possible to create and sustain productive, meaningful collaboration between health care providers/educators at schools of conventional medicine and CAM. The OHSU program is unique in undertaking a lateral collaboration versus a vertical collaboration. This approach is distinctive and needs to be emphasized. The success of the Portland grant rests on two major factors, the first of which is the long-standing personal relationships between faculty at OHSU and the three CAM colleges. For over 15 years, faculty at all four schools have been guest speakers, facilitated student experiences, and jointly conducted research together. An open attitude of respect and appreciation for the various approaches has existed among faculty involved in these relationships. The second factor is support at the highest levels of OHSU for integration of CAM content into the School of Medicine curricula. Support for distinguished lectures and the integration of advanced clinical training have widened exposure to CAM at OHSU. There is every expectation that with the completion of the grant in 2007, the collaboration will continue to grow. Thus, the OHSU program and the development of OCCIM are excellent examples of lateral collaboration, which can be replicated throughout the United States to facilitate development of the Delphi themes.
CONCLUSIONS
A collaborative partnership that promotes and encourages mutual respect among conventional medicine and CAM professionals is necessary to lay a firm foundation for the development of IM medical school curricula. The themes that emerged from the Delphi process, and the collaborative process employed, point the way to the future. Vital but missing elements for accomplishing successful integration of CAM health care disciplines, systems, and modalities into contemporary health care delivery systems, are clearly identified in the five themes that emerged from the Delphi process. Important interdisciplinary projects are currently under way and address some of the concerns raised by the ACCAHC/OCCIM Task Force. However, future success will be dependent upon achieving truly collaborative CM/ CAM partnerships. Additional funding will be necessary to build upon current interdisciplinary efforts.
As the OCCIM experience has shown, relationships built on shared experiences can successfully lead to greater respect and understanding, and ultimately create more effective collaboration. Finally (and most important of all our concerns), we must not forget that the true beneficiaries of achieving a truly collaborative partnership will be our patients. It is our patients who stand to benefit the most from the meeting of our diverse disciplines, our learning to work together, and our increasingly effective communication and interaction on their behalf. 
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